head and flatness of the top, with beading of the ribs, and extreme calcification and marked paresis. In severe cases of rickets one of the marked symptoms is paresis of muscle-which according to the view I hold is cause and effect: where there is paresis of muscle there lies the chief cause of rickets. As soon as you can get a child on to its legs so that it can use its muscles, the symptoms of rickets begin to disappear. The explanation is, I believe, that it is the use of the muscles which causes the chief demand for food, for oxidation and increased metabolism. Seeing that this child has improved so much under better hygienic conditions, I think that it will be walking in a few weeks if it is encouraged to use its muscles and they are massaged. I do not see anything in this patient to make one think it is suffering from fragilitas ossium. The clavicles are much distorted: they have both been the seats of fractures, they may possibly have been submittea to unusual strain. I have at the present time, in hospital, a child with extreme rickets in which the legs are quite straight, but one arm is bent at an acute angle because, although the child could not stantd it did sit up and rested the weight of its body on its arms. Distortions of bone occur where the strains happen to be imparted.
Dr. GRAHAM (in reply): Pseudo-paresis was one of the conditions we thought of. But the child had very little pain, there was none of the fear of being touched which scorbutic cases exhibit; the gums were practically normal and bore no resemblance to spongy gums. Trophoedema of Leg. By E. A. COCKAYNE, M.D. S. S., MALE, aged 8i years. No history of similar condition in family. The boy was normal at birth. At the age of 1j years there was a swelling, rather soft and lobulated, in Scarpa's triangle on the right side. Three months later the leg below the knee began to enlarge, and has increased in size gradually ever since. At the present date there is enlargement of the whole leg below the gluteal fold, much more below the knee than above. The right thigh is about 1 in. greater in diameter than the left, and is soft. No swelling can be felt in Scarpa's triangle. The lower leg and dorsum of the foot is enormously swollen. Circumference of right calf, 13j in.; left, 91 in. Sometimes there is no cedema, at other times it pits on pressure. The texture of the skin is normal, and no nevus is present. There is no cyanosis. The X-rays show no enlargement of the bones. There is no lengthening of the limb. The right side of the face is a little larger than the left, and the right palpebral fissure is wider. The condition causes the child very little inconvenience.
DISCUSSION.
Dr. J. D. ROLLESTON: The case is very interesting to me because it is very like a typical case of Milroy's disease which I showed at the Clinical Section' two years ago in an adult. Although it does not posse,ss one of the essential features of Milroy's disease-the congenital feature-yet it shows the others which Milroy described: persistent cedema, the fact that the cedema is confined to the lower limbs, and the absence of constitutional disturbance. Dr. Cockayne told me this boy has no local trouble, that he can play football and other games. That was so in my case of Milroy's disease: the patient was a daily worker in a military hospital, and did her duties without inconvenience. I think lymphangioma is a little too definite a name: I would prefer the noncommittal term of persistent cedema. I glean from the literature that none of these cases had come to autopsy, therefore a variety of unconfirmed theories have been advanced. One of these who have done most work at the subject -Meige, of Paris-called it trophcedema.
Dr. F. PARKES WEBER: I think this is a non-familial example of the class which has been often described in France under the name "trophcedema." It is generally supposed to be the same condition as Milroy's disease, except that Milroy's cases were so markedly familial; but several of the French cases were also definitely familial. I think the disease is commoner without than with any history of other members of the patient's family being similarly affected. Some of the cases are congenital, some develop later in life. Some involve only the portiQn of one lower extremity below the knee, others involve the whole of one lower extremity up to the gluteal fold, and others again involve both lower extremities. One lower extremity may be afflected below the knee, whereas its fellow may be affected right up to the gluteal fold. Occasionally the upper extremity is affected. The cedema in these cases need not particularly involve the end of the affected limb.
Dr. LANGMEAD: Is not the way in which the condition started in this case against the rule for trophcedema ? Apparently it began as a swelling in Scarpa's triangle. In trophcedema is it not the fact that the swelling is at first transitory, and later persistent, and begins about the ankle and dorsum of the foot? Dr. GRAHAM: It might be worth while to examine the blood of this patient. There is, at Shadwell, a Roumanian child who has been in this country all its life, and its parents have been here twenty years. The child developed a swelling of the left leg, and Dr. Bhat, the resident medical officer, looked frequently at night and at last found filarie in the blood film. That examination might be made in this case for the purpose of excluding that condition. 'Proceedings, 1917, x (Sect. Clin.), p. 39.
Dr. COCKAYNE (in reply): The possibility of filaria did not occur to me. The child has never been out of England, and I was not aware that filaria was ever acquired in this country. The difficulty about the blood examination is, that it would have to be done at night, and the child lives in the country. But I will try to arrange it.
Specimens from Case of Purpura.
By ERIC PRITCHARD, M.D.
AGED 1 year and 2 months. Child fed on milk; no fruit juice given. Family history: Father and mother and one child healthy.
Past illness: Pneumonia last December; burn on neck three weeks ago. History of present illness: for last week child had ulcerated mouth; treated with borax. On May 11 a bruise on left leg was n-oticed; increased in size very rapidly so was admitted to hospital on May 12. haemorrhage about 3 in. across on the chin, and another area of about the same size on the right side of the neck. Large subcutaneous dark purple hemorrhages are seen on both legs. On the right side one haemorrhage is about 2 in. in diameter over the patella, another large one is situated on the inner side and back of the middle of the leg, and all but joins a third one on the front and outer side just above the ankle. On the left side the lower part of the leg is encircled by a hoemorrhage measuring about 4 in. from above downwards and the epidermis over it is raised as a bulla. Both kidneys with their perirenal fat are the seat of extensive hfemorrhages which are almost entirely cortical. Both testes are dark red from hemorrhage. The only other hmorrhage
